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in Indians, and ongoing work from the PIQIP registry will be an
important resource in adding contemporary data to this area
of unmet need. The highlights of the PIQIP registry are its data
collection methods using cloud-based storage and scanning
OPD cards into an online data repository, and the ability to
perform audit and feedback that is quintessential for quality
improvement.
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i n d i a n h e a r t j o u r n a l 6 8 ( 2 0 1 6 ) 4 3 1 – 4 3 634e read with great interest the article, ‘‘Prevalence, treatments
nd outcomes of coronary artery disease in Indians: A systematic
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review’’ published in the Indian Heart Journal.1We congratulate
r. Rao and co-authors for conducting a comprehensive
ystematic review, spanning data from 1969 to 2012. As the
uthors stated, data on the prevalence of coronary artery
isease (CAD), its risk factors and treatments in India are
parse and sporadic, albeit a high cardiovascular disease
CVD) burden in Indians. The importance of high-ﬁdelity data
n prevalence, treatments and outcomes of CAD in Indians is
aramount. Recognizing this unmet need, the American
ollege of Cardiology setup India's ﬁrst CVD outpatient
erformance measurement program in 2011, the Practice
nnovation and Clinical Excellence (PINNACLE) India Quality
mprovement Program (PIQIP). The program has now expand-
d to include 17 Indian cardiology outpatient departments
OPDs). We recently reported the ﬁndings from the PIQIP
egistry on CVD performance measures in CAD, heart failure
nd atrial ﬁbrillation from 10 participating cardiology OPDs,2
ncluding the prevalence of CVD risk factors. The data from
he contemporary PIQIP registry (from 2011 onwards) have a
ew similarities and differences to that reported in the
ystematic review. In our initial report on 68,196 patients
155,953 patient encounters), with a mean age of 50.6 years,
ypertension was the most common CVD risk factor, present
n 29.7% patients, followed by diabetes mellitus in 14.9%
atients.2 While the prevalence of the aforementioned risk
actors was similar to that in the systematic review, the PIQIP
egistry recorded a lower prevalence of current tobacco use
in 7.6% patients), and dyslipidemia (in 6.5% patients).2 The
revalence of CAD in the PIQIP registry was 14.8%.2Also, while
ost studies in the systematic review report in-hospital
edication prescription, the PIQIP registry has data on
utpatient medication prescription that is the cornerstone
f guideline-directed medical therapy for long-term manage-
ent of stable CAD. Aspirin and statin use was documented in
8.6% and 50.6% of the CAD patients in the PIQIP registry. The
ork by Dr. Rao and co-authors provides crucial data on CAD
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iIs deﬁning cardiologists impo
cardiovascular disease epidem
Dear Sir,
Other Side of the Moon – Sundeep Mishra, 'Who is a
cardiologist: Usurpers spawn?' Indian Heart Journal. 2015; 167:
509–511, has most appropriately and rightly stressed the
critical need to deﬁne who can be called a cardiologist and who
can be accorded the privilege to treat and even perform
interventional procedures. But I do not agree with Dr. Sundeep
that cardiology is a superspecialty of internal medicine and is a
complex ﬁeld that deals with preventing, diagnosing, and
management of cardiovascular diseases.1 I feel it is a simple
subspecialty of internal medicine with only complexity
relating to cardiac interventions and I have not seen any
cardiologist working for primary prevention of cardiovascular
diseases, which is mostly neglected, or the secondary or
tertiary preventive aspect, which is mostly taken care by their
subordinate staff whether senior residents or DM/DNB
students; and in India, a qualiﬁed cardiologist concentrates
solely and only on cardiac interventions and then after care.
Keywords:
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Prevention
Cardiovascular disease epidemic1. Role of a cardiologist in curbing epidemic of
CVDs
Dr. Sundeep has stressed that cardiologist numbers are still
woefully inadequate to address the cardiovascular epidemic
faced by the country,2 but I am sure that cardiovascular
epidemic will not be curbed even if India is able to train
adequate cardiologists, because for curbing any noncommu-
nicable disease epidemic, it is the primary prevention that is
the only way and primary prevention needs efﬁcient, effective,http://dx.doi.org/10.1016/j.ihj.2016.01.002
0019-4832/
# 2016 Cardiological Society of India. Published by Elsevier B.V.
All rights reserved.
ant to curb
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and universal primary healthcare system, which most of the
cardiologists will ever practice. With growing sophistication of
technology, the superspecialists have become increasingly
dependent on technology/instruments to make a diagnosis.
This has, unfortunately, led to clinical and preventive
medicine taking a back seat. Deﬁnitely many physicians, even
non-doctors posing as cardiologists, have lead to dilution in
the quality of cardiac care also raising several serious issues
like conning an unsuspecting patient, playing with his/her
trust, and clinical mismanagement of the patient with possible
serious adverse outcome, including mortality making this
issue not only one of ethics but also of law and criminality as
well. But this issue can be very well addressed if the Medical
Council of India, the State Medical Councils, and the law
enforcing agencies enforce the ethical guidelines and punish
those who designate themselves other that the designations
they are permitted to write by law. So I feel more important is
effective and efﬁcient enforcement of ethical guidelines to
curb the unqualiﬁed or unethical practice rather than taking
away the right to practice internal medicine, which deﬁnitely
include preventive and noninvasive cardiology from the
general physicians.
2. State of primary healthcare and medical
education in India
In both developed and developing countries, primary care has
been demonstrated to be associated with enhanced access to
healthcare services, better health outcomes, and a decrease in
hospitalization and use of emergency department visits.
Primary care can also help counteract the negative impact
of poor economic conditions on health. Primary care serves as
the cornerstone for building a strong healthcare system that
ensures positive health outcomes and health equity.3,4 It has
been estimated that 75–85% of people in a general population
require only primary care services in a given year; 10–12%
require referrals to short-term secondary care services; 5–10%
use tertiary care specialists.5 Primary care availability may also
be more strongly correlated with health outcomes in areas
